Objective. The aim of the present study was to better understand senior medical directors' perceptions of public reporting of hospital performance data, how public reporting affects institutional behavioural change towards quality improvement and how it could be improved.
Introduction
The public reporting of hospital performance data (hereafter 'public reporting') is widely practiced, particularly in highincome countries. [1] [2] [3] [4] Public reporting can take many forms, can be delivered via the Internet or in hardcopy reports or other paperbased formats and can be published directly by health service providers, government departments and agencies, health insurers and other organisations. The general public is one audience of public reporting; other audiences include journalists, health service managers and clinicians, among others. Such performance reporting is used as a mechanism for increasing healthcare provider transparency and accountability, as well as, in theory, to promote quality improvement and inform consumer decision making. 1, 2 Public reporting is theorised to promote institutional quality improvement through the two interrelated pathways related to 'selection' and 'change'. When comparable performance measures are publicly available, the 'selection' pathway gives stakeholders a rational basis from which to select a healthcare provider, and poor performing organisations and clinicians are motivated to improve or potentially suffer loss of reputation and market share. The 'change' pathway involves organisations and clinicians using their increased knowledge and awareness of their performance to internally change their systems and procedures to generate quality improvement. 1, 5 In practice, the causal mechanisms between the use of performance measures and their effects are more complex than a binary pathway; 6 public reporting is a complex intervention situated within complex organisational and cultural systems, involving the actions of people in a chain of processes that are often not linear. 7 Making sense of how public reporting is perceived can increase various stakeholders' engagement in debate and development of public reporting systems.
In Australia, the national MyHospitals website (http://www. myhospitals.gov.au/, accessed 5 September 2017) for public reporting was introduced in 2011 for providing nationally consistent information for making comparisons between individual health services. Reporting on the MyHospitals website is mandatory for publicly funded hospitals, but voluntary for private sector hospitals. Public reporting also occurs at state and territory government levels and directly from public and private hospitals (e.g. http://performance.health.vic.gov.au/Home.aspx; http://www.healthscopehospitals.com.au, both accessed 5 September 2017). 8, 9 In 2016, performance reporting via the MyHospitals website remained a work in progress, with the MyHospitals website suggesting that just seven of 17 planned indicators within the reporting framework were available; however, the data for each hospital included additional indicators not shown within the framework (e.g. clinicians' hand hygiene). Since the inception of the MyHospitals website, the need for 'extensive methodological development' and 'data development' has prevented reporting on all indicators. Examples of the current reporting periods and metrics available on the MyHospitals website as of July 2017 for a major metropolitan hospital in Victoria are given in Table 1 . Not all public hospitals have data available via the MyHospitals website for the suite of metrics reported in Table 1 .
There has been little research focusing on public reporting of hospital performance data in Australia, including on the views of stakeholders. Chief medical officers (CMOs) and directors of medical services (DMSs) are key conduits through which the 'change' pathway to quality improvement through public performance reporting could be enacted. 5 The present study explores public reporting from the perspective of CMOs and DMSs in the Victorian public hospital system to better understand how they perceive public reporting of performance data, how they think public reporting may be improved and the effects of public reporting on prioritisation and quality improvement in hospitals.
Methods
The present exploratory, qualitative study was a component of a mixed-methods project aimed at increasing understanding of In the present study, public hospital CMOs or DMSs (hereafter 'medical directors') were interviewed for insights into how public reporting affects institutional behavioural change and decision making towards quality improvement. Medical directors are well placed to provide insights about hospital organisation, culture and performance, drawn from their contact with both clinical and executive staff and their role in monitoring performance data and implementation of systems of safe clinical care.
An interview question guide was developed by the researchers to elicit information and medical directors' perspectives about: (1) what public reporting of hospital performance data is and its objective(s); (2) their understandings of institutional and consumer perspectives of public reporting; (3) how public reporting may be improved; (4) how performance indicators are used to improve quality and safety; and (5) who is responsible for ensuring that responses to improve quality and safety are implemented. This paper reports on information related to the first three areas. The questions underwent some modification as interviewing progressed to explore issues raised by previous informants. Ethics approval was obtained from the Melbourne School of Population and Global Health Human Ethics Advisory Group, the University of Melbourne.
Setting and sampling strategy
Permission was sought from a peak group of Victorian medical directors to invite their members to contribute to the study. The peak group represented medical directors in Victoria and comprised 26 organisational members (of the 86 regional and metropolitan public health services throughout the state). Depending on organisational structures, some health services have CMOs, some have DMSs and some have both. One CMO or DMS from 24 of the 26 hospitals represented by the peak group was invited to contribute (two speciality hospitals were excluded). The interview question guide was emailed with the invitation.
In all, 17 medical directors representing 26 health services (some rural/regional informants were responsible for multiple health services) participated, five refused and two positions were vacant at the time of data collection. Participation was voluntary and anonymous. To preserve anonymity, the characteristics of the participants and the health services they represented have been withheld. However, the medical directors did represent a cross-section of major (metropolitan and regional), subregional, local rural and small rural health services, and all had long experience in a variety of roles and hospitals settings throughout Victoria and elsewhere.
Data collection
One semistructured interview was conducted with each informant between June and August 2016 (by RC), with interviewees mostly taking place at the respondent's place of work. Interviews ranged from 30 to 69 min (mean 49 min), eight interviews were face-to-face, eight were conducted by telephone and one was conducted via email. Some interviews were interrupted one or more times or cut short due to competing time commitments of the informants. When time permitted, interviewees were encouraged to speak about other topics of concern to them or were asked to respond to points previously raised by other informants; by doing so, a more nuanced understanding of the issues was built. All interviews were audio recorded and transcribed verbatim. Informants were offered a copy of the transcript to verify.
Analysis
Qualitative data analysis software QRS NVivo Pro version 11 (QRS International Pty Ltd, Melbourne, Australia) was used to facilitate line-by-line thematic analysis of the interview transcripts. Thematic codes were derived from the interview questions and from themes emerging from the data. Two researchers (RC and MB) independently coded three transcripts; the resulting coding trees were then compared. There was little variance in the coding, but any variance was discussed and resolved. One researcher (RC) completed coding the remaining transcripts. Participant ID numbers are used to identify informants, but to protect anonymity their association with regional or metropolitan services has not been revealed.
The themes reported herein relate to lack of uniform understanding of what constitutes public reporting and its objectives and medical directors' perceptions of the effects of public reporting on health service quality and performance, as well as how public reporting may be improved. Other emergent themes, to be explored in detail elsewhere, included the perceived facilitators and barriers of quality improvement, issues around trust in data and trust between stakeholders and opinions about public reporting of clinician-level data.
Results
The interviews suggested that both the 'selection' and 'change' pathways linking public performance reporting to quality improvement were not currently credible in the Australian context because of limitations to public performance reporting and its supporting systems. However, they also suggested that there is potential for greater institutional change. These issues are discussed in detail below.
Varied perceptions of public reporting
The medical directors had diverging opinions on what public reporting of hospital performance data is, who it is for and its main objective(s). Many described public reporting as a broad concept covering a 'spectrum' of activities dependent on the perceived audience, whereas others offered narrower definitions. Quotes in Table 2 highlight the medical directors' different understandings of public reporting. Difficulty identifying the intended audience underpinned some informants' struggle to articulate what public reporting is and who 'the public' are (i.e. the audience for public reporting). Some medical directors suggested that they or their colleagues did not consider public reporting to be for the 'actual public' (#14); rather, it related to reporting to and from public government offices. Although most (but not all) medical directors interviewed were aware of public reporting websites such as MyHospitals, some said that their colleagues did not necessarily share that awareness, for example:
If you asked any of our clinical directors I don't think they'd even be aware what was on the [MyHospitals] website. (#12)

Objectives and importance of public reporting
The objectives of public reporting, as stated by medical directors, were to drive hospital quality and performance improvements, inform consumer decision making, encourage transparency, demonstrate accountability, establish trust and public confidence and enable providers to compare their performance against their peers. In giving reasons why they considered public reporting important, from hospitals' and consumers' perspectives, medical directors often referred to the objectives, but they emphasised them differently. In doing so, 'Driving improvements to hospital quality and performance' was suggested far less frequently as an important reason to publicly report hospital performance data than informing consumers and other reasons given in Table 3 . Some informants did not make a distinction between hospital and consumer perspectives.
Some medical directors acknowledged that healthcare consumers often have little choice in where they can seek treatment, especially in rural areas. This was countered by the idea that:
. . .choice will probably play a big part of consumer decision-making going into the future. . . (#2) particularly if more clinician-level information is made available, as is done in the US and UK. Nonetheless, informing consumers was not exclusively related to informing choice of provider, but also to informing consumers of treatment options and potential risks associated with hospital stays. Transparency and accountability were also considered important for building public awareness, trust and confidence in the health system, and so encouraging consumer empowerment, active participation and partnership with hospitals, elements necessary for 'delivering excellent care'. This was particularly stressed by informants in regional areas, where most consumers have few local healthcare provider options. Public reporting was also seen as a means to increase consumer health literacy, provided that it is accompanied by appropriate education and tools.
Meeting the objectives of public reporting
No medical director interviewed believed that the objectives of public reporting (as they conceived them) were being fully met; five considered them partially met. One stated:
.
. .part of me wants to believe that it is meeting its objectives, but the other part is a bit suspicious that maybe we're doing a lot of this work for not much gain. (#5)
Regarding transparency, one participant concluded:
. . .we've got a long, long way to go before I feel like you could say that we are being transparent about the system, I mean we are just completely foggy about it. (#7)
Reasons given why public reporting may not be meeting its objectives included that Australia's public reporting system is too 'young ' , not yet sufficiently 'robust', the public are not aware that the information is available and websites like MyHospitals are 'ineffective', with data so limited that 'it's pretty useless'. Many thought that data issues were letting the system down. It was suggested that the public, and to some extent health service providers, are not being given the right information (inadequate metrics, too high level, data too old) in a meaningful format, that health services and government departments have insufficient understanding of how to collect, clean and make meaning from performance data and that intrinsic limitations and lack of comparability of data across the health system can lead to unreasonable comparisons being made between hospitals. It was proposed that before public reporting can meet its objectives, a 'culture shift' and greater work and coordination are needed involving many different organisations and stakeholders.
Effects of public reporting on prioritisation responses
Informants were asked whether the knowledge that some information would be publicly reported was a consideration in their process of prioritising their response to clinical performance data. Approximately one-third said 'no, it was not', one-third said 'yes, it was' and the remaining informants said 'no and yes'. For example, some informants who said public reporting should not be an important consideration in the process of data prioritisation suggested that in 'reality' this was not the case: Reasons given why publicly reported data may be prioritised related to the crossover between certain publicly reported metrics and their inclusion in a hospital's Statement of Priorities, which is linked to funding, the potential for media and public scrutiny and maintenance of institutional reputation and public confidence (especially in rural areas). The following quotes illustrate these reasons:
Forget about it being publicly reported, we're not too fussed about that to be honest. We have to meet those targets because otherwise we don't get paid. (#4)
We are very sensitive to the health department and the Minster for Health and they are equally sensitive to that which is reported in the press. (#8)
I think anything being publicly available makes people more worried. . .anything that's going to appear in the media is always prioritised. (#9)
The fact that performance data can be publicly available is important because it impacts on the organisation's reputation. And the importance of the organisation's reputation is not how good we look just for its own sake, it's about consumer confidence. And if we don't pay attention to how we are perceived in the community, then we may have a situation where a loss of confidence could impact on patient decisions in terms of accessing health care. (#10)
A potentially negative effect of prioritising publicly reported data over non-publicly reported data, as mentioned by one informant, is the distortion of attention to focus resources away from the 'bigger risks', as the following quote illustrates: 
Hand hygiene and [Staphylococcus aureus] bacteraemia are only two of the risks in this organisation
Improving systems of public reporting
Overall, medical directors were very supportive of the need to publicly report hospital performance data and thought that the amount of information to be reported should be extended, although several conceded that some of their colleagues thought otherwise:
I can only see good reasons why we would publicly report. I know that there would be some of my colleagues who would say otherwise, but I think we have to do it. (#16)
When asked how current systems of public reporting could be improved to better meet consumer needs, and what information they would like publicly reported to inform the healthcare decisions of a family member who needed to have elective treatment, respondents acknowledged that most considered their specialist knowledge enabled them to interpret performance data in ways that the general public mostly cannot. Nonetheless, many elements of information sought by medical directors were similar to those they thought should be available to improve public reporting for the general public (see Table 4 ). The difference was in their focus on how information should be provided to consumers in ways understandable to them. They stressed the need for greater meaning and narrative for consumer reporting, including appropriate use of graphs and language, and information that is relevant, meaningful, accurate, reliable and genuine. It was suggested that finding out what consumers want to know and their expectations around public reporting should be a first step, rather than the current system of reporting information that may have little meaning or value to consumers. There was no suggestion that the medical directors' wish lists of information to inform their own or consumers' decision making (Table 4) would make public information on what was referred to above as the 'bigger risks' in hospitals.
For themselves, most medical directors wanted 'real-time' (current) information on outcomes and complications, particularly related to individual clinicians. Failing that, some wanted information on hospital staff turnover, which would affect whether aggregate data reflected existing staff performance, or on how well above or below benchmark surgeons are in terms of complication rates.
Some informants suggested that Australia should learn from the US and UK, where public reporting is 'far ahead of us' and a 'priority' that is accompanied by a culture of open and transparent reporting. However, public reporting was reportedly:
. . .often seen as a barrier [in Australia] towards that positive culture because it drives the Big Brother approach, because consumers are watching. (#5) Clinician education and involvement were considered key to strengthening public reporting, including seeking clinician input on the best metrics to address 'key clinical risks' and ensuring information based on data collected by practitioners is returned to them. There was some concurrence that more public reporting of, focus on and sharing of 'good data that tell you what you're doing right', rather than constant focus on problems, could help 'enhance the quality of your service. . .and reinforce the good' (#8), which can also build consumer trust.
The complexity related to understanding the effects of quality improvement and public reporting was highlighted in the Introduction. Such complexity was articulated by one medical director as follows:
The more I explore this, the more I understand quality and safety influences and how it relates to public reporting et cetera, the more confused I get, the more I don't have an answer, and the more questions I actually ask. (#5)
Discussion
At the time of data collection, a review of hospital safety and quality assurance in Victoria was underway, triggered by Waiting times for surgery and out-patient appointments Comparison of waiting times, including rates of rescheduling appointments Outcomes and complication rates for specific procedures and/or specific surgeons, including infection and (risk-adjusted) mortality rates, unplanned returns to theatres, unplanned readmissions, functional and quality of life outcomes and deteriorating patient rates Outcomes and complication rates for specific procedures, including infection rates, chance of adverse event occurring, unsafe practices, medication errors, falls and thromboembolism rates
Performance information related to specific surgeons, including number of times a particular procedure has been performed and the length of time a surgical or medical team has been together Performance or scope of practice information about individual clinicians and hospitals
Profile of hospital and staff to understand capacity, compliance and safety, including capability framework, hospital capacity, accreditation, clinician credentialing, performance within scope of practice, sufficient staff numbers, quality and safety record, results of national safety and quality standards and mechanisms in place should complications occur The deaths and the review were referred to by, and had informed the knowledge of, some participants. The report on the review (known as Targeting Zero) and the government response to the recommendations were published after data collection ceased. 12, 13 A recommendation from the review was that the health system should further develop a culture of candour including 'improved transparency at every level of the hospital system. . .achieved through greater public reporting of outcomes data'. 12 This local context increases the relevance of this research for informing the discourse related to changes that may be implemented or debated as a consequence of the review.
The medical directors' insights about public reporting of hospital performance data raise questions about the perceived nature and objective of public reporting in Australia, and the relationship between public reporting and effects on health care quality, safety and performance, particularly in rural/regional areas where healthcare consumers tend to have fewer treatment options. Consistent with our previous research among healthcare consumer, provider and purchaser representatives, 10 we found inconsistent understanding of what public reporting of performance data is, its objectives and who it is for. Much of the incongruity relates to varied notions of 'public', with distinctions made between reporting to government (public) offices and reporting for the 'actual public'. The apparent lack of clarity is exacerbated by systems of public reporting being little known about and their importance variably perceived, even among people working within the healthcare sector.
Overall, the medical directors perceived that public reporting currently has little effect on consumers and clinicians because few are aware of it. However, they considered that public reporting has potential to benefit healthcare consumers if it is presented in a way that is meaningful and able to prompt greater consumer engagement in health care and treatment decisions. Rather than supporting the 'selection pathway' (i.e. public reporting prompting quality improvement via consumers electing to avoid poor performing providers), 5 the present study highlights another, potentially beneficial, aspect of public reporting. Lack of consumer choice in providers was perceived to negate the 'selection pathway', because many metropolitan and regional/ rural-based healthcare consumers in Australia have little choice in their provider due to barriers such as lack of alternatives and policies that limit access to some consumers outside of certain catchments. Further, choice of private provider can be limited by private health insurance policy restrictions. However, some of the medical directors considered that public reporting is particularly important for consumers through maintaining institutional reputation and building consumer trust for and engagement with local health services. Increased consumer engagement and partnership has been shown elsewhere to improve patient outcomes and care experiences, and to be a critical component for high-quality care. [14] [15] [16] Focus on this reputational aspect of public reporting may enhance consumer engagement and partnership, particularly for those who have little or no choice in local provider.
Although the medical directors suggested that few hospital clinicians were aware of public reporting, most (not all) were aware of it themselves and their examples illustrated that they and other medical executives and managers often paid attention to publicly reported data. Although this attention was not always considered positive, 17 as indicated by the suggestion that certain public reporting requirements may take resources and attention away from addressing 'the bigger risks', their attention indicates the potential for public reporting to trigger quality improvements via the 'change pathway'. 5 Finding ways to balance performance data prioritisation and resource allocation to ensure that the 'biggest risks' within healthcare services are promptly and fully addressed, without negative financial consequences to the hospital, should be a priority. Public reporting ought to contribute to a totality of quality improvement, accountability and transparency measures, not detract from them.
In the US, where public reporting is more entrenched and granular, studies have found a relationship between public reporting and hospital performance improvement related to greater attention to quality among hospital leaders and clinicians paying greater attention to best practice guidelines, although the meaningfulness and unintended consequences of public reporting remain a concern. [18] [19] [20] The suite of publicly reported metrics in Australia, which are widely perceived to lack meaning and relevance, 10 need strengthening if public reporting in Australia is to have a more notable effect on quality, safety and informing consumers. Our previous work also highlighted that when developing frameworks for public reporting in Australia, more explicit definitions of 'public' are needed, along with greater alignment between the primary objective of public reporting, its audience and audience needs. 10 Further, multiple systems of public reporting, each tailored to particular audiences, may enable greater effects on improved hospital quality and safety, as well as consumer knowledge to inform treatment decisions. 10 In the present study, the medical directors emphasised that public reporting of hospital performance data should be made more timely and more meaningful, particularly with the inclusion of additional information accompanying the data presented to aid interpretation. Elsewhere, suggestions have been made for making public reporting data more consumer friendly. [21] [22] [23] [24] Although the medical directors concurred with other stakeholders on the need for more data from outcome indicators to be publicly reported, 10 it has been considered that public reporting needs to balance the use of structure, process and outcome indicators, with process indicators usefully orientated to measure actions that underpin quality. 17, 25 Processes are often more directly affected through hospital management, and they are likely to be more sensitive to changes in quality than outcomes.
Strengths and limitations
A strength of the present study is that the views of medical directors are rarely canvassed and have not previously been canvassed on this topic in Australia. This work contributes valuable insights around public reporting of hospital performance data at an opportune time for healthcare providers to become more familiar with the dialogue around public reporting (given the recent Victorian government review and increased focus on public reporting). As a small, exploratory study, the present study is limited by the number of participants and the limited time most could give to the interview; the latter curtailed the level of depth that could be achieved during the interviews for understanding motivation and reasons for the perspectives and opinions held. Although the findings are not generalisable, relate only to the public sector and are not necessarily representative of the views of all medical directors in Victoria, they do illuminate perceived weaknesses and potential strengths of public reporting in Australia.
Conclusion
The dominant perspective of the informant medical directors, situated in the Australian state of Victoria during the data collection period of June-August 2016, was that public reporting of hospital performance data is immature and not fulfilling its potential, that it has minimal effect on or interest to healthcare consumers and providers and has underutilised potential for informing consumers, building trust and consumer confidence, as well as driving quality and performance improvements. The lack of shared understanding of what public reporting is, its objectives and target audience needs to be addressed so that stakeholders can have a greater voice and involvement in the dialogue required for improving systems and the effects of public reporting. Medical directors particularly suggested a need for greater clinician and patient engagement in the selection and development of metrics, improved timeliness of reporting and improved communication of information so that it is accessible and meaningful for different audiences.
